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Objectives. We identified factors associated with levels of knowledge about
Medicaid eligibility rules and perceived Medicaid enrollment barriers.

Methods. Community health center patients who were parents of children
potentially eligible for Medicaid (n=901) were interviewed in person during their
clinic visit between April and December 1999.

Results. Individuals reporting physical health problems were more likely to be
misinformed as were non-Hispanic Black individuals, compared with non-
Hispanic White individuals. In states where more policies had been enacted to sim-
plify Medicaid enrollment procedures, individuals were less likely to be misin-
formed. Individuals reporting mental health problems, those with less education,
and women were more likely to perceive Medicaid enrollment barriers. Prior ex-
perience in Medicaid was associated with both a reduced risk of perceiving Med-
icaid enrollment barriers and being misinformed.

Conclusions. Findings highlight target groups for whom additional outreach and
additional simplification policies may be most needed. (Am J Public Health. 2005;
95:292–298. doi: 10.2105/AJPH.2002.006254)
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| Jennifer Stuber, PhD, and Elizabeth Bradley, PhD

We were interested in assessing levels of
knowledge and perceived enrollment barriers
in the low-income population, whose mem-
bers are often Medicaid eligible. A low-in-
come child who is not eligible for Medicaid at
1 moment is likely to be eligible at some
point in the near future because of common
fluctuations in income and frequent changes
in eligibility rules.13 We used a sample of
community health center patients to examine
several individual-level factors (e.g., educa-
tion, reported health problems) as well as
state efforts to simplify the Medicaid enroll-
ment process and their association with indi-
viduals’ being misinformed about Medicaid
program rules and perceiving greater Medic-
aid enrollment barriers. Assessing misinfor-
mation and enrollment barriers in a sample of
low-income families is important to identify-
ing parents who may benefit from additional
outreach and simplification policies to pro-
mote children’s appropriate enrollment in the
Medicaid program.

METHODS

Study Design and Sample
This was a cross-sectional study based on

patient interviews conducted between April
and December 1999 at community health

centers in 10 states and the District of Colum-
bia. The states included in the study along
with the percentage of the sample from each
state were California (9%), Colorado (9%),
Idaho (10%), Massachusetts (9%), Michigan
(8%), Missouri (8%), Pennsylvania (8%),
South Carolina (8%), Texas (10%), West Vir-
ginia (8%), and Washington, DC (13%). They
were selected to ensure geographic and ideo-
logical variation. Generally, we tried to iden-
tify 2 states in each region of the country that
were roughly equivalent in population size
but showed significant differences in terms of
markers of political ideology and culture.14,15

Leadership at the National Association of
Community Health Centers identified several
health centers within each state that would
reflect the diversity of the state including
health centers in urban and rural areas and
health centers of varied size. From this list,
we selected at random 2 health centers in
each state, one in an urban setting and the
other in a rural setting.

Patients were selected according to when
they signed in to see a provider at the health
center. The first patient to sign in at the cen-
ter was asked whether he or she would be
willing to participate in the study. After the
interviewer completed each interview, the
next person to sign in was asked if he or she

Medicaid is the primary program by which
poor children in the United States obtain health
insurance. In 1997, the Balanced Budget Act
created the State Children’s Health Insurance
Program, which allows states to subsidize pri-
vate insurance coverage or extend Medicaid
coverage to children in families with increas-
ingly higher income levels. Without health in-
surance, many children lack needed access to
services, which results in lower rates of immu-
nizations1; higher emergency room use2; in-
creased incidence of preventable diseases3; and
more common speech, hearing, and behavioral
problems.4–6 Despite the importance of insur-
ance to children’s access to health care and
health, approximately 20% of children poten-
tially eligible for public programs are not en-
rolled.7,8 Understanding the factors associated
with this phenomenon is paramount to improv-
ing financial access to health care for this popu-
lation of children. Because of the importance of
adequate preventive and acute care services in
early life, identifying and addressing barriers to
Medicaid enrollment is a central concern for
health care policymakers.

Parents play a central role in children’s re-
ceipt of health insurance. Thus, it is important
to understand their knowledge of and atti-
tudes about the enrollment process.

Prior research has shown that insufficient
knowledge about Medicaid and the State Chil-
dren’s Health Insurance Program and perceived
enrollment barriers (e.g., difficulties filling out
the application, lack of access to transportation)
can hinder participation.9–11 However, little is
known about the characteristics of parents who
lack needed information and who perceive
greater difficulties with the enrollment process.
Only 1 published study has documented indi-
viduals who lack needed information. This
study of 143 parents in 2 clinical settings found
that welfare beneficiaries who had children with
chronic health care conditions showed limited
knowledge of public assistance programs.12 The
study focused on a limited geographic region
and did not assess factors that might be associ-
ated with perceived enrollment barriers.
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would be willing to participate. All interviews
were conducted while the patient waited to
see a clinician or at the conclusion of the
medical visit. Approximately 50 patients over
the course of 5 days were interviewed at
each health center. A total of 1686 people
were approached to participate in the study;
281 refused or were unable to complete the
entire interview, resulting in a final sample of
1405 completed surveys, yielding a response
rate of 83.3%. The vast majority of those
who did not complete the survey were unable
to do so because of time constraints. For the
analysis, we eliminated respondents whose in-
come was above 300% of the federal poverty
level (n=151). We also eliminated from this
analysis those who were not the parent or pri-
mary caretaker of a child younger than 18
years in their household (n=353), because
we wanted to focus on views of parents as
they are relevant to children’s insurance.
Thus, the final analysis sample comprised
901 respondents.

Data Collection
Surveys were administered in person by

research staff; interviews lasted between 20
and 30 minutes. Participants were offered
$10 compensation and were given the option
to be interviewed in Spanish or English. Six-
teen percent of the surveys were adminis-
tered in Spanish. The survey contained a
broad range of questions about the respon-
dents’ demographic characteristics, history of
participation in cash assistance and Medicaid,
and health status. Questions about enrollment
barriers and knowledge about program rules
were adapted from previous surveys written
on this subject.11,16 The survey was pretested
over a 1-week period at a health center in
New Haven, Conn. Revisions to improve the
clarity and feasibility of the survey were
made after the pretesting, although formal
testing of the reliability and validity of the
survey measures was not done.

Dependent Variables
To assess each respondent’s level of

knowledge about Medicaid program rules,
we asked respondents 4 true/false questions,
which were selected because of their likely
importance in parents’ decisions to enroll
their children in Medicaid. The questions
were (1) Do you have to be on welfare to get

Medicaid? (correct answer=no); (2) Do the
welfare work requirements apply to people
on Medicaid? (correct answer=no); (3) Do
the welfare time limits apply to people on
Medicaid? (correct answer=no); and (4) Can
you apply for Medicaid at places other
than a welfare office? (correct answer=yes).
Incorrect responses to each question were
summed to create a variable coded 0
through 4, where 4 indicated that the re-
spondent answered all questions incorrectly.
Respondents with at least 3 questions incor-
rect were considered to have less knowledge
and were coded 1; all others were coded 0.
To assess perceived enrollment barriers, re-
spondents were read 5 statements using a
5-point Likert scale ranging from strongly
agree to strongly disagree: (1) The Medicaid
application is long and complicated. (2) It is
hard to get the documentation needed to
apply. (3) The hours when you can apply
for Medicaid are inconvenient. (4) It is hard
to find transportation to apply for Medicaid.
and (5) It is hard to find translators to help
apply for Medicaid. Respondents who agreed
or strongly agreed with at least 3 of the
statements were considered to face substan-
tial enrollment barriers and were coded 1;
all others were coded 0.

Independent Variables
Respondents’ education was measured with

dummy variables indicating the level of edu-
cation received (eighth grade or less, some
high school, high school diploma, more than
a high school education). Two variables were
created to measure respondents’ health prob-
lems by asking respondents if during the past
4 weeks they had problems with their work
or other daily activities first because of their
physical health and second because of their
mental health. For each variable, those who
answered yes were coded 1 and those who
answered no were coded 0.

Use of public assistance programs was mea-
sured by 2 questions. First, respondents were
asked whether they had participated in Med-
icaid in the past 2 years. Second, they were
asked whether they had participated in wel-
fare in the past 2 years. Responses of yes to
each were coded 1; responses of no were
coded 0. In addition, we asked respondents
about the health insurance status of each

child in the household and then created a
variable to assess if any child in the house-
hold currently lacked health insurance. Re-
sponses of yes were coded 1; responses of
no were coded 0.

Gender, age, race/ethnicity (non-Hispanic
Black, Hispanic/Latino, non-Hispanic White,
or Other), monthly income, the number of
children in the household, the number of
parents in the household (0 for 2 parents,
1 for 1 parent), and the state where the re-
spondent lived also were ascertained during
the interview.

A variable to measure the extent to which
each state in the study had simplified Medic-
aid enrollment procedures was created also.
Four simplification policies were assessed: the
elimination of face-to-face interviews as part
of the application process; the dropping of the
asset test, which allows determinations of
Medicaid eligibility to be made based on in-
come regardless of other resources; adopting
presumptive eligibility, which allows children
whose family income appears to be below the
state’s Medicaid income eligibility guidelines
to enroll temporarily in Medicaid while fami-
lies complete the formal application process;
and allowing 12 months, rather than 6
months, of continuous eligibility for children
on Medicaid. The Medicaid enrollment sim-
plification variable ranged from 0 to 4 and
was the sum of the number of these simplifi-
cation policies enacted in the state. The mean
of this variable was 1.82 (SD=0.84). One
state (Texas) had adopted none of the simplifi-
cation policies; 2 states (Colorado, West Vir-
ginia) had adopted 1 policy; 5 states (Idaho,
Pennsylvania, Missouri, Michigan, California)
and Washington DC had adopted 2 policies;
2 states (South Carolina, Massachusetts) had
adopted 3 policies; and no state had adopted
all 4 simplification policies.

Data Analysis
We use standard frequency analyses to de-

scribe the study population and the preva-
lence of the dependent variables. Unadjusted
associations between each of the dependent
variables and the independent variables were
assessed with relative risk (RR) ratios be-
cause the outcomes variables were suffi-
ciently prevalent that the odds ratio (OR)
would not be a reasonable approximation of
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TABLE 1—Description of Study Population
(n=901): United States, 1999a

No. Percentage

Education

< Ninth grade 107 12

Some high school 219 24

High school diploma 302 34

> High school 235 26

Missing data on education 38 4

Physical health problem in 273 30

past 4 wk

Mental health problem in 249 28

past 4 wk

Received Medicaid in last 2 y 496 72

Received welfare in last 2 y 230 28

Respondent insured 550 61

All children insured 612 68

All household members 460 51

insured

Female 802 90

Race/ethnicity

Non-Hispanic White 264 29

Non-Hispanic Black 276 31

Hispanic origin 301 34

Other 19 2

Missing data on race 41 5

1-parent household 475 54

Monthly household income, $

0 249 31

0–1000 140 17

1001–3000 265 32

≥ 3001 163 20

Mean income 832

Missing data on income 84 9

Age, y

18–25 267 35

26–35 251 33

> 35 245 32

Mean age 32

Missing data on age 138 15

Number of children

1 367 41

2 270 30

3 161 18

≥ 4 103 11

Mean number of children 2.0

aData were collected in 10 states and the District of
Columbia. Patients in 2 health centers within each
state were selected to participate in the study.

the relative risk.17 We used χ2 statistics to test
the significance of these unadjusted associa-
tions and estimated 95% confidence inter-
vals (CIs). We estimated both ordered rela-
tive risk regressions (using 4- and 5-level
ordered outcomes, respectively) and relative
risk regression by means of the dichotomized
outcomes. Because the results were compara-
ble between the 2 approaches, we show only
the latter results for simplicity. In the ad-
justed analyses, relative risks and their 95%
confidence intervals were estimated and re-
ported. We used dummy variables in the
analysis to control for regional fixed effects.
We used generalized estimating equations to
adjust the standard errors of the parameter
estimates because of the nonindependence of
responses of individuals within states and
within selected community health centers.18,19

Although there is some discussion about
whether the restricted maximum likelihood
or generalized estimating equation method is
preferred when analyzing clustered data, for
data in which the number of clusters is less
than 40, the generalized estimating equation
approach is reasonable.20

RESULTS

Sample Characteristics
The sample was predominately female,

and 68% of respondents were between the
ages of 18 and 35 years (Table 1). Respon-
dents were nearly evenly split between non-
Hispanic White, non-Hispanic Black, and His-
panic individuals. Approximately one third
(36%) of respondents had less than a high
school education, 70% reported having an
annual household income of less than
$13880 (the federal poverty level in 1999),
11% had 4 or more children, and 54% were
single parents. Nearly one third (30%) re-
ported that in the past 4 weeks they had a
physical health problem that kept them from
their work or other daily activities, and 28%
reported that in the past 4 weeks they had a
mental health problem that kept them from
their work or other daily activities. Nearly
three quarters of respondents (72%) reported
participating in Medicaid in the last 2 years.
Twenty eight percent stated that they had
participated in welfare over this same period
of time. Nearly a third (32%) of respondents

reported that a child in their household did
not have health insurance. Thirty nine per-
cent of respondents reported that they did
not have any health insurance, and 49% re-
ported that someone in their household did
not have any insurance. There was a substan-
tial correlation between the respondent’s hav-
ing insurance and the child’s having insur-
ance (ρ=0.43).

Knowledge About Medicaid Program Rules
Many respondents lacked knowledge

about Medicaid program rules. More than
half of respondents answered incorrectly or
were not sure about whether the welfare
time limits and work requirements applied
to people only on Medicaid (51% and 52%,
respectively). A comparable number (54%)
either answered incorrectly or were not sure
about whether they could apply for Medic-
aid in places other than a welfare office. Ap-
proximately one quarter (24%) of respon-
dents answered incorrectly or did not know
if people have to be on welfare to obtain
Medicaid. More than half of respondents
(56%) answered 3 or more knowledge ques-
tions incorrectly.

Perceived Enrollment Barriers
The prevalence of perceived enrollment

barriers was also high among respondents.
Forty percent agreed or strongly agreed
that the Medicaid application was long
and complicated, and 41% of the respon-
dents said it was hard to find translators
to assist in completing the application pro-
cess. About one third (34%) of respondents
agreed or strongly agreed that it was diffi-
cult to obtain transportation to apply for
Medicaid or to get the documents needed
to apply (30%). Just more than one quarter
of respondents (27%) agreed or strongly
agreed that the hours when one could apply
were inconvenient. Thirty percent agreed or
strongly agreed with at least 3 of these
items. The correlation between the indices
was statistically significant (P < .008 ), but
the magnitude of this correlation was quite
limited (ρ = 0.14).

Factors Associated With a Lack of
Knowledge About Medicaid Program Rules

Several factors were significantly associated
with a lack of knowledge about Medicaid eli-
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TABLE 2—Risk Factors for Having Less Knowledge (n=788)

Unadjusted RR 95% CI Adjusted RR 95% CI

Education

< Ninth grade 1.41 0.85, 2.34 1.62 0.90, 2.91

Some high school 1.14 0.78, 1.68 1.12 0.73, 1.72

High school diploma 1.20 0.84, 1.71 1.12 0.77, 1.63

> High school Reference Reference Reference Reference

Physical health problem in past 4 wk 1.65 1.21, 2.25 1.61 1.14, 2.28

Mental health problem in past 4 wk 1.34 0.98, 1.84 1.20 0.84, 1.71

Received Medicaid in last 2 y 0.55 0.40, 0.76) 0.50 0.35, 0.72

Received welfare in last 2 y 1.49 1.04, 2.13 1.46 0.97, 2.19

All children insured 0.71 0.52, 0.96 0.79 0.55, 1.12

Female 0.92 0.29, 2.92 0.99 0.29, 3.32

Race/ethnicity

Non-Hispanic White Reference Reference Reference Reference

Non-Hispanic Black 1.25 0.88, 1.77 1.56 1.04, 2.36

Hispanic origin 1.07 0.76, 1.52 0.98 0.66, 1.46

Other 1.12 0.41, 3.10 1.53 0.53, 4.40

1-parent household 1.13 0.85, 1.50 0.97 0.67, 1.42

Monthly household income, $

0 Reference Reference Reference Reference

0–1000 0.97 0.64, 1.48 0.93 0.58, 1.48

1001–3000 0.70 0.50, 1.00 0.62 0.42, 0.92

≥ 3001 0.79 0.53, 1.19 0.74 0.45, 1.21

Age, y

18–25 Reference Reference Reference Reference

26–35 1.07 0.77, 1.5 1.16 0.80, 1.68

> 35 1.06 0.75, 1.49 0.90 0.61, 1.33

Number of children in household

1 Reference Reference Reference Reference

2 0.77 0.55, 1.09 0.80 0.55, 1.15

3 0.88 0.59, 1.32 0.92 0.59, 1.41

≥ 4 0.59 0.37, 0.94 0.52 0.31, 0.86

Simplification of enrollment proceduresa 0.76 0.64, .90 0.77 0.63, 0.95

Region

Northeast Reference Reference Reference Reference

South 1.96 1.28, 2.99 1.53 0.92, 2.54

Midwest 1.79 1.08, 2.97 1.70 0.98, 2.94

West 1.29 0.82, 2.02 0.99 0.59, 1.66

Note. RR = relative risk; CI = confidence interval.
a The Medicaid enrollment simplification variable ranged from 0 to 4 and was the sum of the number of 4 simplification
policies enacted in each state

gibility rules in the multivariable analysis. Re-
spondents who reported having a physical
health problem in the past 4 weeks were
more likely than those without a physical
health problem (adjusted RR=1.61; 95%
CI=1.14, 2.28) to be misinformed about
Medicaid, as were non-Hispanic Black respon-

dents (vs non-Hispanic White respondents)
(adjusted RR=1.56; 95% CI=1.04, 2.36)
(Table 2). Respondents who had received
Medicaid in the last 2 years were less likely to
be misinformed than those who had not (ad-
justed RR=0.50; 95% CI=0.35, 0.72). Re-
spondents in states with higher levels of sim-

plification were less likely to be misinformed
than the others (adjusted RR=0.77, 95%
CI=0.63, 0.95).

Factors Associated With Perceived
Medicaid Enrollment Barriers

In the multivariable analysis, respondents
who reported having a mental health prob-
lem in the last 4 weeks were more likely to
perceive enrollment barriers than those who
did not (adjusted RR=1.51; 95% CI=1.07,
2.14) (Table 3). Respondents with the least
education (less than ninth grade) were more
likely to perceive enrollment barriers (ad-
justed RR=2.18; 95% CI=1.27, 3.74) than
those with more than a high school educa-
tion. Women were more likely to perceive
enrollment barriers (adjusted RR=1.74;
95% CI=1.02, 2.98). Respondents with
prior experience in Medicaid in the last 2
years were less likely to perceive enrollment
barriers (adjusted RR=0.65; 95% CI=0.45,
0.93). State simplification policies were not
significantly associated with perceived en-
rollment barriers. However, respondents
who lived in the South were more likely to
perceive enrollment barriers than those who
resided in the Northeast (adjusted RR=1.90;
95% CI=1.09, 3.30) as were respondents
who lived in the West compared with the
those who lived in the Northeast (adjusted
RR=1.98, 95% CI=1.13, 3.45).

DISCUSSION

The findings indicated that there were sub-
stantial gaps in knowledge about Medicaid
program rules and that many respondents
perceived enrollment barriers. The modest
correlation between these variables suggested
that these were independent dimensions and
not just related measures.

The study also revealed important patterns
in those facing increased Medicaid enroll-
ment barriers and misinformation about
Medicaid program rules. The data indicated
that those with greater health problems,
those with less education, and non-Hispanic
Black parents had more limited information
about Medicaid rules or perceived greater
enrollment barriers. Prior experience with
Medicaid may mitigate these issues to some
extent, in that those with prior experience
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TABLE 3—Risk Factors for Perceived Enrollment Barriers (n=817)

Unadjusted RR 95% CI Adjusted RR 95% CI

Education

< Ninth grade 2.15 1.35, 3.42 2.18 1.27, 3.74

Some high school 1.43 0.97, 2.10 1.44 0.94, 2.21

High school diploma 0.97 0.67, 1.41 0.90 0.61, 1.33

> High school Reference Reference Reference Reference

Physical health problem in past 4 wk 1.25 0.92, 1.69 1.07 0.76, 1.51

Mental health problem in past 4 wk 1.60 1.17, 2.17 1.51 1.07, 2.14

Received Medicaid in last 2 y 0.64 0.46, 0.88 0.65 0.45, 0.93

Received welfare in last 2 y 0.93 0.63, 1.36 0.99 0.65, 1.51

All children insured 0.69 0.50, 0.90 0.89 0.63, 1.25

Female 1.25 0.76, 2.05 1.74 1.02, 2.98

Race/ethnicity

Non-Hispanic White Reference Reference Reference Reference

Non-Hispanic Black 1.16 0.81, 1.68 1.45 0.95, 2.21

Hispanic origin 1.41 0.99, 2.00 1.07 0.72, 1.59

Other 4.80 1.83, 12.62 6.12 2.23, 16.79

1-parent household 0.79 0.56, 1.06 0.85 0.59, 1.24

Monthly household income, $

0 Reference Reference Reference Reference

0–1000 0.89 0.57, 1.37 0.96 0.59, 1.55

1001–3000 1.05 1.20, 2.00 0.91 0.62, 1.34

≥ 3001 1.05 0.70, 1.57 0.94 0.58, 1.51

Age, y

18–25 Reference Reference Reference Reference

26–35 0.90 0.63, 1.28 0.84 0.58, 1.23

> 35 1.43 1.20, 2.00 1.18 0.81, 1.73

Number of children in household

1 Reference Reference Reference Reference

2 0.87 0.62, 1.22 0.86 0.60, 1.24

3 0.83 0.55, 1.25 0.88 0.57, 1.37

≥ 4 1.05 0.66, 1.68 0.90 0.55, 1.50

Simplification of enrollment proceduresa 0.95 0.80, 1.12 1.04 0.85, 1.27

Region

Northeast Reference Reference Reference Reference

South 1.93 1.21, 3.08 1.90 1.09, 3.30

Midwest 1.36 0.78, 2.36 1.47 0.81, 2.66

West 2.00 1.22, 3.28 1.98 1.13, 3.45

Note. RR = relative risk; CI = confidence interval.
a The Medicaid enrollment simplification variable ranged from 0 to 4 and was the sum of the number of four simplification
policies enacted in each state

reported fewer barriers to enrollment and
were better informed than those without
such prior experience. States with simplified
Medicaid enrollment procedures also had a
reduced risk of respondents’ being misin-
formed. However, even after adjusting for
state policies and regional fixed effects,

health and demographic factors remained
significantly associated with our outcomes.

Since this study was completed, almost all
states have cut their Medicaid budgets in re-
sponse to the current fiscal crisis.21 In sev-
eral of the states included in this study, eligi-
bility limits have been reduced for working

parents and children, and administrative hur-
dles have been reintroduced into the enroll-
ment process. For example, states have in-
creased paperwork requirements on first-
time applicants and have shortened eligibil-
ity periods from 12 to 6 months; thus, fami-
lies who do not complete or submit forms
will lose coverage.22 Our findings suggest
that these actions may increase levels of mis-
information about the Medicaid program.
They may make it more difficult to stay en-
rolled in public insurance programs and thus
reduce the rolls, as was their intent. Recent
studies have shown substantial administra-
tive costs associated with Medicaid enroll-
ment, which compete for the limited pool of
health care dollars.13,23 This observation cou-
pled with our other finding that a dispropor-
tionate burden of these administrative hur-
dles fell on parents with health problems
and those with less education suggests that
states may want to reconsider reintroducing
barriers into the enrollment system as a
method to control Medicaid spending. The
finding that respondents with health prob-
lems were more likely to perceive enroll-
ment barriers and to lack knowledge about
Medicaid program rules was particularly
perverse and may lead to delays in receiving
care and to higher levels of morbidity among
parents and their children.

Researchers have been concerned about
knowledge disparities regarding other entitle-
ment programs such as Medicare because
knowledge deficiencies hamper the imple-
mentation of programs. Studies of Medicare
beneficiaries have shown that several demo-
graphic factors are associated with knowledge
of that program, including higher educa-
tion,24–28 higher income,24–28 being male,26

being White,27 and younger age.25,26,28 The
only demographic characteristics we found to
be associated with knowledge was race/
ethnicity, with non-Hispanic Blacks being
less likely than Whites to have knowledge
about Medicaid program rules. Disparities in
knowledge about key features of Medicaid
programs is an area that merits additional re-
search as this is one of only 2 studies identify-
ing groups who may be at greater risk for lim-
ited knowledge.

The results of this study should be inter-
preted in light of its limitations. The study’s
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sample was constituted of community health
center patients who may access health care
more regularly than do other low-income
groups, and thus respondents in this study
may not be generalizable to other low-
income groups. To the extent that the use of
health care services was associated with a
greater ability to overcome enrollment barri-
ers, this sample may underestimate the prev-
alence of enrollment barriers in the general
low-income population. On the other hand,
respondents may be using community health
centers precisely because they are unable or
unwilling to negotiate enrollment barriers.
The net effect of these 2 possible biases is
unclear. In addition, community health cen-
ter patients may be better informed about
Medicaid program rules than low-income
people in the general population because the
1990 federal Medicaid law requires states to
offer enrollment assistance at health centers.
Because the measure of Medicaid simplifica-
tion policies is strongly correlated with
states, we were unable to reliably estimate
the model retaining both variables. However,
we were able to control for regional fixed
effects.

Our findings identify groups that might be
targeted with outreach and marketing inter-
ventions, especially in tight budgetary times.
Because respondents with prior recent experi-
ence in the Medicaid program were at lower
risk for misinformation and for perceiving en-
rollment barriers, it is possible that they may
have learned from their previous experiences
in the Medicaid program. States may want to
target outreach and marketing strategies to
reach nontraditional coverage populations
such as parents whose children have no prior
experience in the Medicaid program. Our
findings suggest other groups that should be
targeted for marketing and outreach interven-
tions including (1) parents with less educa-
tion; (2) parents who are in poor physical or
poor mental health; and (3) non-Hispanic
Blacks. Many states have devised creative
strategies to find and enroll eligible children;
some of these strategies are targeted at spe-
cific vulnerable groups. For example, in Cali-
fornia and Michigan, trusted community
groups have been engaged to inform Blacks
about the Medicaid program and to provide
enrollment assistance, because in some Black

communities, residents harbor suspicion of
health care institutions.29

Finally, our findings suggest that state
policies to simplify Medicaid enrollment pro-
cedures were associated with reduced misin-
formation about the Medicaid program, al-
though somewhat surprisingly, these policies
were not associated with the respondents’
perceptions of enrollment barriers. Even after
we controlled for the degree of Medicaid sim-
plification policies in each state, significant
differences by region in terms of percep-
tions of enrollment barriers remained. We
were unable to assess whether this variation
by region was attributable to other unmea-
sured state or local policies and practices, in-
cluding those at the individual community
health centers. Several best practices for Med-
icaid enrollment and retention strategies have
been described in the literature.30,31 Our find-
ings suggest that states with burdensome en-
rollment processes and less outreach may
want to consider implementing some of these
innovative strategies.
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